Interdisciplinary relationships
Cyril Chantler MD FRCP OPEN SECTION, 2 MARCH 1998 For many years I was involved, along with others, in developing a service for children with chronic renal failure. These children have many inter-related problems. The treatment, whether by dialysis or transplantation, is arduous and uncertain; and success depends on numerous people from different disciplines working together with the child and family. These include not just paediatricians and surgeons but also dietitians, psychologists, social workers, laboratory scientific staff, technical staff, secretarial staff, play therapists, urologists and orthopaedic surgeons. But particularly important are the nurses and the relationship between the nursing and medical staff. Good teamwork is essential in the care of any group with chronic multiple disabilities, and much healthcare nowadays is concerned with such people.
Most patients bring to their doctors a set of inter-related problems. What is wrong? Why is it wrong? What can be done? What should be done? Who should do it? What can I expect? The responsibility of the doctor is particularly directed to dealing with the first two questions-finding, understanding, describing, and explaining. The new question in this catechism is 'What should be done?', which when I qualified over 30 years ago would have been regarded as synonymous with 'What can be done?'. This is no longer so. Medical science and technology constantly creates new possibilities, some of doubtful efficacy; and often it is the nurses, with their special education and experience, who are best able to lead the discussion on what should be done. The point, however, is that these questions are best dealt with by the healthcare team. To do this efficiently and effectively, the team has to understand what each professional can offer in the way of skills and experience.
Whilst regular meetings and clinical audit can improve team function, professional education and attitudes can often inhibit it. Each profession guards its independence jealously, and develops a language that mystifies those who have not been inducted into the tribe. I have begun with my experience as a doctor. But my interest in interdisciplinary relationships stems also from my experience as a manager, as a dean, and as a father.
THE MANAGER
In my three years as the general manager of Guy's Hospital in the mid-80s, I was helped tremendously by the late Sir Roy Griffiths. We decentralized the management of clinical services to thirteen clinical directorates, each with a management team of doctor, nurse and administrator. Most commercial organizations believe that if they cannot develop good team work they will certainly fail. It worked for us at Guy's. Over three years between 1985 and 1988 we cut expenditure by £8 million per year, or 15% of the budget, while maintaining both the quality and the quantity of patient care.
How organizations work or fail to work is a rich source of academic investigation in the business world. Henry Minzberg, from Toronto, points out that professional bureaucracies such as exist particularly in hospitals and universities have a strong tendency to disconnect both vertically and horizontally. The professionals are loyal to their profession and to their professional activity, rather than to the institution where they work. When asked, I declare that I workfor, rather than at, Guy's Hospital.
The fact that it is the professional staff who actually do what the organization is there to do gives them unusual independence both from each other and from the organization as a whole. Sometimes their activities seem divorced from those of the general managers or indeed the general strategy; to put it another way, the people at the top know what needs to be done, but don't know how to do it, and the people at the bottom know how to do it, but don't know what needs to be done. But they also disconnect horizontally, so that in some hospitals nurses may carry out their function separately from the doctors carrying out theirs; and communicate by passing notes to each other. Surgeons and physicians and their teams insist on working independently. As Minzberg has analysed, this way of working is not good for patient care or efficiency.
THE DEAN
A revolution is taking place in medical education, led by the General Medical Council with its 1993 document Tomorrow's Doctors. The general thrust of its thirteen recommendations concerning medical education is that we need to educate doctors not only in biomedical science but also in behavioural and social science; we must ensure that at graduation they have the right skills and competencies and attitudes and we must promote self-directed learning, recognizing that qualification is just one step in the journey of a student of medicine. An enormous number of topics must be considered within a medical education and they cannot be learnt in isolation. At our school the system-based course integrates not only the different fundamental disciplines but also, throughout the course, science and practice. Teamwork, management, ethics and law and the behavioural and social sciences are now represented in the curriculum. The basic understandings required of a newly qualified doctor should in my opinion include cell biology, molecular genetics, communication skills and informatics, which are introduced early and reinforced throughout the course. We do not neglect evidence-based medicine, but we bear in mind that many patients do not have evidence-based illnesses and most illness has a genetic, an environmental, a social and a psychological context. THE FATHER I became aware of the seriousness of communication difficulties between young doctors and young nurses when listening to my son (the former) and daughter (the latter) talking at home. She asked why doctors pay so little attention to the views of nurses and have so little respect for them as people or for their professional contribution. He asked why nurses are so aggressive towards doctors and so unhelpful, both in practical ways and in offering personal support. This seemed alien to my own professional experience so perhaps the phenomenon was new. After university I was educated in a medical school which had a nursing school. At that time around 90% of the medical students were male and nearly all the nursing students were women. Inevitably we socialized. Now half the medical students are women, the nursing students are often in universities separate from the university medical school and they simply do not meet.
WHAT CAN BE DONE?
There is already a wealth of experience in interdisciplinary education and I cannot claim that United Medical and Dental Schools (UMDS) is among the pioneers. In London, for example, St Bartholomew's and the Royal London School began to address these issues over a decade ago; and King's College Hospital has an innovative programme in which nurses teach medical students teamwork and clinical and communication skills in the setting of a day-case recovery ward. At Dundee, nursing students and medical students undertake a common course in growth, ageing and UMDS and King's College School of Medicine and Dentistry are due to merge in August this year and the new Guy's, King's College and St Thomas' Medical School is devising a new curriculum to start in October 1999. Issues of interprofessional learning are certainly going to be considered, but the following views are entirely personal and for debate.
First, we are fortunate that the Nightingale Nursing School is already part of King's College. All our students are offered a place in a residence during their first year, in the belief that there will be benefit from the mixing of nursing students, medical students and students from other disciplines. How can we measure whether this belief is correct-that early social contact will improve the view that medical and nursing students have of each other's profession?
St George's Hospital Medical School is introducing a common foundation course for nurses, therapists and medical students in the autumn. At UMDS we already have a common module in the communication skills course for medical and nursing students and our experience is that medical students have much to learn from nursing students. Like St Bartholomew's 10 years ago, we are building a clinical skills laboratory for medical and nursing students as well as some from other disciplines; and, perhaps most importantly, there will be a shared faculty in which much of the teaching of medical students will be undertaken by nurses. I think we should encourage medical school staff to be involved in teaching nurses (for example, in clinical physiology) and the nursing faculty staff to teach the medical students (in areas such as clinical skills, communication skills and behavioural and social sciences). There are other areas where medical and nursing students might well benefit from learning together, as in Dundeefor example, in ethics and law, management, and some aspects of public health medicine. At various times during our course medical students do case studies of patients either in the hospital or in the community. Perhaps at least one of these case studies might be conducted by medical and nursing students working together. Introduced carefully, such changes could improve interdisciplinary relationships, to the benefit of future patients, without sacrificing the quality of curricula or adding to the students' burden.
